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Abstract  
Arthritis is a major public health issue that carries an enormous burden for our 
nation in terms of disability, healthcare costs and economic costs. Physical activity 
programs are a public health cost-effective solution proven to help manage arthritis 
symptoms and help people achieve the recommended levels of daily activity of at least 
30 minutes of physical activity five times per week (Barbour, Helmick, Boring, Brady, 
2017). One of these evidence-based programs appropriate for adults with arthritis is 
Walk With Ease (WWE).  
WWE is a low-cost intervention that can be easily implemented by a community 
organization. However, a major issue for public health leaders in communities is 
determining what program format to implement for potential participants in the face of 
limited resources, a diverse population base and the marketing strategies to 
disseminate. Knowing which program would best appeal to potential participants can 
help administrators make these decisions about WWE implementation.  
An analysis of pre- and post-program WWE data identified that white non-
Hispanic, educated females in “good” health were the majority of participants in this 
program in both the self-directed and group-led formats. However, differences began to 
emerge when other demographics were examined such as ethnicity and age. 
Participants who were younger in age, more physically active, and have fewer chronic 
conditions were more likely to participate in the self-directed format. African American, 
Asian, Hawaiian or Pacific Islanders, were more likely to enroll in the group-led format 
as compared to whites, and Native American Indians or Alaska Natives.  
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This paper will contribute to the development of an evidence-base to inform 
decision-making about marketing strategies for WWE using data from a mini-grant 
program along with lessons learned from other physical activity and self-management 
programs. Continued research to understand the Walk With Ease format appeal will 
help to determine marketing strategies to reach a variety of audiences and improve the 
dissemination of this program.   
 
KEYWORDS:  Arthritis, Osteoarthritis, Walk With Ease Self-Directed and Group-Led, 
marketing, dissemination, evidence-based programs, physical activity  
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Introduction 
Today, 54.4 million Americans, nearly 1 in 4 U.S. adults, have arthritis and a 
figure that is projected to reach 78 million by the year 2040 (Barbour, Helmick, Boring, 
Brady, 2017). Of the 100 different types of arthritis, the most common is osteoarthritis. 
This subtype is a serious disease which mainly affects joints in the hands, knees and 
hips in adults. Currently, more than 30.8 million adults of all ages, races and ethnicities 
in the United States have osteoarthritis. (United States Bone and Joint Initiative [USBJI], 
2018). Although Walk With Ease was developed for adults with any form of arthritis, the 
most prevalent form of arthritis is osteoarthritis therefore this paper will specifically focus 
on adults with osteoarthritis. In addition, the survey data and marketing materials 
examined for this study were collected by the Osteoarthritis Action Alliance that, as its 
names implies, focuses specifically on this form of arthritis. Osteoarthritis rates in the 
U.S. are increasing and are expected to continue to do so in the next two decades as 
baby boomers age and the effects of the obesity epidemic take hold, according to the 
latest estimates from the Centers for Disease Control and Prevention (CDC) (Barbour, 
Helmick, Boring, Brady, 2017). While there is no cure for osteoarthritis, early diagnosis 
and evidence-based interventions are critical for minimizing the disease risk, impact, 
and progression.  
This paper is an early investigation into the dissemination, more specifically 
marketing strategies, that can help to scale up Walk With Ease for nationwide 
dissemination. I will first build a case for arthritis as a public health issue due to its 
significant economic costs, rate of disability and its relationship with other chronic 
diseases and raise the solution of physical activity for adults with arthritis. Although 
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physical activity is recommended for adults with arthritis, many adults are inactive and 
intimidated by their joint pain. That is where evidence-based physical activity programs 
can be used as a cost-effective way to manage osteoarthritis symptoms while 
increasing physical activity levels. Walk With Ease is one of these evidence-based 
programs that research has shown to reduce the pain of osteoarthritis, decrease 
disability, and increase walking (Callahan et al, 2011). This program is prime for wide 
dissemination due to its strong evidence-base, flexibility in format offering (self-directed 
or in-person group-led) and low cost of implementation. Even with a proven evidence-
base, it has been difficult to scale this program and other physical activity programs 
nationwide. Literature on marketing and dissemination of physical activity programs and 
more specifically, Walk With Ease, to adults with arthritis is slim, with most being in the 
controlled research studies and not real-world implementation. However, some 
resources do exist in the form of marketing tools available online and lessons learned 
from community organizations. Using the data collected from community organizations 
that received grant funding to expand implementation of Walk With Ease, I hope to 
provide audience segmentation information, that is, dividing people into homogeneous 
subgroups based upon demographics, for identifying potential registrants in future self-
directed and group-led formats of WWE. 
1.1 Definition  
Formerly, osteoarthritis (OA) was known as a wear-and-tear disease; however, 
current thinking is that it is caused by excessive joint load and/or inflammation in the 
joint. Osteoarthritis is influenced by age but also by race, gender, occupation, nutrition, 
genetics, obesity, joint injury, joint shape, and malalignment. Osteoarthritis can also 
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make it harder to manage other chronic conditions such as obesity, heart disease and 
diabetes. Adults with osteoarthritis may find it more difficult to exercise, which can lead 
to extra body weight, increased heart and/or diabetes symptoms, worse joint pain, and 
less movement. (Barbour, Helmick, Boring, Brady, 2017). Women represent 51% of the 
adult population but have a disproportionate burden of osteoarthritis, comprising 78% of 
adults with arthritis. Similarly, although older adults (ages 65 and older) make up only 
18% of the country’s population, they account for 43% of those with osteoarthritis.  
(USBJI, 2018). Despite less prevalence, African America’s and Latinos experience more 
adverse health outcomes due to arthritis such as severe joint pain, disability, and 
arthritis-related activity limitation (Bolen, et al, 2010).   
1.2 Disability and Osteoarthritis  
In the U.S., 24 million adults are limited by the many forms of arthritis in their 
everyday activities, such as holding a cup, lifting a grocery bag, or walking to a car 
(Barbour, Helmick, Boring, Brady, 2017). Disability specifically among working-aged 
adults with osteoarthritis leads to an estimated annual $71.3 billion in lost work earnings 
or per person annual loss of $4,200 (USBJI, 2018). This is alarming as almost half of 
adults with osteoarthritis, 16.7 million, are working age (18-64 years). With osteoarthritis 
being the leading cause of disability for U.S. adults (CDC, 2009), this leads to a great 
economic effect at the individual, community and national levels (USBJI, 2018).  
1.3 Economic Impact 
The high prevalence of osteoarthritis manifests in enormous societal and personal 
costs. Direct medical costs alone reach $81 billion annually (Barbour, 2017), with an 
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average per person incremental cost of $11,052. The high medical cost of osteoarthritis 
is due in part to the high cost of knee joint replacement surgery and subsequent 
physical therapy. In 2010 alone, there were 21.7 million ambulatory care visits and over 
6.7 million inpatient hospitalization for adults with OA. The overall economic burden 
directly associated with OA is $136.8 billion annually (USBJI, 2018). This stunning 
figure has more than doubled over the last decade. Economic impacts are increased by 
comorbidities such as heart disease, diabetes and obesity; half of all adults with 
diabetes and heart disease and one-third of adults with obesity also have arthritis. 
(Barbour, Helmick, Boring, Brady, 2017). It is vital to both our country’s economy as well 
as our citizen’s well-being to prevent this epidemic before it grows any worse. 
1.4 The Public Health approach to Osteoarthritis 
Generally speaking, many forms of arthritis are not an inevitable symptom of aging 
and there are strategies that can help to prevent and manage these conditions. 
Specifically, for osteoarthritis onset, there are two core evidence-backed strategies to 
prevent further disease progression. One is through weight management and injury 
prevention, while the other is through physical activity and self-management (Lubar D, 
White PH, Callahan LF, Chang RW, et al.,  2010). Physical activity is effective for 
decreasing joint pain and increasing physical function by almost 40% (Kelley, Kelley, 
Hootman, Jones, 2011).  Walking and other healthy lifestyle habits can not only greatly 
reduce joint pain but also help to manage other chronic diseases like heart disease, 
obesity and diabetes (Messier, Gutekunst, Davis, and DeVita, 2005). Although 
osteoarthritis is the most common form of arthritis, specific data for this disease is not 
always readily available however, general arthritis prevalence can still provide some 
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insight into this disease. Despite the benefits of physical activity, 1 in 3 adults with 
arthritis are inactive (CDC, 2009) and only 1 in 10 have taken part in disease 
management programs (Murphy et al., 2016).  That means that only 20 million adults 
with some form of arthritis have met the physical activity guidelines from the Department 
of Health and Human Services of 30 minutes of moderate physical activity for 5 days a 
week or for a total of 150 minutes a week (Murphy et al., 2017). 
While the CDC has not designated programs specific to osteoarthritis, they have 
designated evidence-based programs more broadly as arthritis appropriate. Some of 
these programs include physical activity programs that address the issue of inactivity: 
ENHANCE®FITNESS, Fit and Strong!, Walk With Ease, and Active Living Every Day 
(ALED) (Brady, Jernick, Hootman, Sniezek, 2009). In addition to improving quality of 
life, these programs are cost saving. For example, ENHANCE®FITNESS has been 
shown to reduce healthcare costs nearly $1,000 per person annually (Centers for 
Medicare & Medicaid Services [CMS], 2013). Disease management education such as 
the Chronic Disease Self-Management Program (CDSMP) is also effective for reducing 
arthritis symptoms, increasing individual’s confidence of managing their condition and 
reducing pain, fatigue and depression by 10-20% while also saving healthcare costs 
(Brady et at, 2013). These programs are typically offered by community based-
organizations like senior centers, Area Agency on Aging, YMCA, Parks and Recreation 
facilities, health departments, healthcare facilities, and faith-based organizations. 
Therefore, physicians and other healthcare providers are important partners to engage 
when implementing these types of programs (Wilcox et al., 2006). There have been 
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many research studies proving the evidence-base of these types of programs but few 
that examine marketing strategies in community settings. 
1.5 Walk With Ease 
 
Walk With Ease (WWE) is an evidence-based 6-week walking program shown to 
reduce the pain of arthritis, including osteoarthritis, decrease disability, and improve 
participants’ balance (Callahan et al, 2011; Nyrop, Cleveland and Callahan, 2014). Walk 
With Ease can help adults with and without arthritis to learn how to incorporate a 
practical walking program into their life - safely and comfortably. The program uses a 
step-by-step guidebook with motivational tools, space for journaling and information 
about disease management. It can be delivered in two formats either in a group format 
led by a trained instructor or self-directed. In either format, the guidebook assists 
walkers in customizing the program to fit their needs and help them reach their goals. 
Self-assessments and knowledge-checks along the way help to track progress. 
Specifically, the program helps adults with arthritis understand the three most common 
forms of arthritis - osteoarthritis, rheumatoid arthritis and fibromyalgia, and their 
relationship with exercise and pain; uses motivational strategies to set and monitor 
realistic goals for improving fitness; and provides appropriate stretching and 
strengthening exercises to protect joints and minimize pain. The group-led format takes 
place in a classroom with a lay trained leader 3 times a week for one hour each session 
which involves brief health information lectures drawn from the guidebook, stretching, 
warm-up, walking session and group discussion. Self-directed participants are 
instructed to complete the guidebook readings, stretching, warm-ups and walking on 
their own time.  After completing the 6-week program research showed that participants 
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had improved arthritis symptoms, less joint pain, increased self-efficacy, and better 
functional abilities regardless of program format.  Both formats have a strong evidence-
base, but participants of the self-directed format retained more of the benefits of the 
program at one-year post program, as compared to participants of the group-led format 
(Callahan et al., 2011; Nyrop, Cleveland & Callahan, 2014). The flexibility of this 
program being offered in two formats allows the program to be easily delivered to adults 
with arthritis. Additionally, this program has low implementation costs as no special 
equipment is needed, a licensing fee is not required, and the book costs $12 per 
participant. For the group-led format, the leader training is less than $100 and can be 
completed online within about 3 hours.  
Broad implementation of this program in communities can be difficult due to 
individuals’ competing priorities, funding availability, and a diverse population of needs. 
Informing leadership of the program format that would best appeal to potential 
participants in a target community can help program administrators determine 
programming and marketing strategies. Several studies have provided an evidence-
base for the program in both formats (Callahan, et al., 2011; Nyrop, Cleveland, & 
Callahan, 2014) but there are few studies on the scaling up and implementation of this 
program nationwide. 
Literature Review   
1.6 Dissemination Strategies for Physical Activity Programs    
 
Dissemination is the process of raising awareness of a program and delivering it 
to a targeted audience.  General guidance on physical activity program dissemination 
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can be found in Guide to the Community Prevention Services 
(https://www.thecommunityguide.org/) that outlines the essential steps of dissemination. 
Marketing is a part of the dissemination process focused on tailored communication 
strategies to essentially “advertise” a program to potential participants. This includes a 
conducting needs assessment/market research, developing strong distribution channels 
and increasing access to the program. It is known that the inclusion of distribution 
channels beyond the implementing community organization’s network can help to 
increase participation in programs. For example, engaging leaders of faith-based 
organizations, specific healthcare clinics or other local interest groups (Kreuter, 
Bernhardt, 2009). Dissemination strategies also advise that attendance can be 
increased by offering several time/place opportunities for participation, making the 
programs affordable for attendees and offering the appropriate program to the audience 
(Maibach, Van Duyn, Bloodgood, 2006). However, there is little research on offering the 
appropriate program based on audience interests. Therefore, this paper will make initial 
conclusions based on the data gathered for Walk With Ease and will provide 
recommendations for future WWE marketing. 
Research on the effectiveness of marketing strategies to enhance dissemination 
of WWE or physical activity programs as a whole based on participant preference and 
characteristics is limited. In fact, many studies in the literature conclude that future 
studies should be completed to determine the characteristics of participants and in 
particular, what motivates them to join a program offering, complete the program and 
sustain physical activity (Valente, 2006). However, there is research around the concept 
of combining the diffusion of innovations theory with social marketing as an effective 
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dissemination strategy for evidence-based physical activity programs. In brief, these 
principles include identifying and working with opinion leaders, using existing 
relationship as distribution channels, using marketing research and offering options of 
program choice. Successful marketing strategies are targeted to specific audiences to 
suit their needs and interests. By adding in marketing research to the dissemination 
process, the likelihood of program adoption increases (Dearing, Maibach, Buller, 2006). 
Looking deeper at audience characteristics as a form of marketing research could be 
the key to implementing Walk With Ease on a larger scale. Using the data set from the 
Osteoarthritis Action Alliance (OAAA) Walk With Ease Expansion Mini-grant program, I 
will provide initial insight into audience segmentation for potential registrants into both 
the self-directed and group-led formats of WWE. 
1.6.1 Marketing of Evidence-Based Physical Activity Programs 
While there are some publications on marketing physical activity programs, they 
focus more on the theory rather than real-world implementation. Discussed most often 
in the literature is using social marketing practices to enroll adults with arthritis into 
evidence-based programs (Center for Community Health and Development, 2017). 
Using social marketing principles such as audience segmentation combined with 
technical assistance, i.e. support from evidence-based researchers who can provide 
information about participant demographics and program outcomes, the marketing and 
dissemination of WWE could be greatly increased. There are no peer-reviewed articles 
on marketing strategies specific to Walk With Ease. However, Harris and colleagues 
(2011) provide general guidance on marketing evidence-based physical activity 
programs that can potentially be applied when marketing WWE.  
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Social marketing campaigns are targeted campaigns with the goal of changing 
health behavior. This involves substantial investigation into knowing about your 
audience, their knowledge of beliefs, attitudes, barriers and socioeconomic factors, yet 
research in this area specific to Walk With Ease was not found (Dearing, Maibach, 
Buller, 2006). When developing a social marketing strategy an entity should consider 
who their audience is: where do they live, what are their interests, what are barriers to 
participation, what is their experience and understanding of evidence-based programs.  
Ideally, this information would be gathered using primary research such as focus groups 
or surveys. However, often many groups do not take the time to complete this formative 
research required to market Walk With Ease (Dearing, Maibach, Buller, 2006). This 
strategy heavily emphasizes determining the needs of the target population taking into 
consideration key elements such as will it be feasible with a population’s lifestyle, health 
beliefs and environment (Owens, Glanz, Sallis & Kelder, 2006). Although this paper 
does not detail participant beliefs, it does develop a demographic participant profile for 
adults who participated in either the self-directed or group-led WWE. Knowing more 
about the target population will help program managers improve program appeal when 
marketing to communities with similar profiles. 
Social marketing principles can be applied to the dissemination of programs to 
increase healthy behaviors, or in this case, join WWE. An integral step in audience 
segmentation is determining the perceived barriers and benefits to physical activity and 
individuals’ thoughts on marketing strategies. Focus groups designed to inform social 
marketing of physical activity to minority audience segments found that media 
messages should be culturally appropriate and preferably in native languages. 
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Important influencers in participation are community leaders and word-of-mouth from 
peers. Social support or family involvement and hands-on activities were also important 
influencing factors for participating in physical activity programs. Barriers that included 
cost, time, transportation, access to safe areas to be physically active, work and child 
care were similar across the groups. (Van Duyn, et al, 2007). These findings should be 
considered when developing a social marketing approach to entice adults to enroll in 
WWE and other physical activity programs.  
Working with researchers who developed the evidence-based program can 
provide insight and technical assistance to the community organizations looking to 
market these programs for dissemination (Dearing, Maibach, Buller, 2006). Lessons 
learned from recruiting participants into a variety of physical activity programs, as found 
by Altpeter and colleagues indicated that rural residents responded well to word-of-
mouth, transportation assistance and partnering with rural service groups. Further, men 
do not attend these programs in large numbers, however, self-directed programs may 
be more appealing to them, along with participating with a partner. Adults with less than 
a high school diploma are best recruited one on one through word-of-mouth and 
through rural community service groups (Altpeter, Houenou,  Martin, Schoster, & 
Callahan, 2011). Although the findings of Altpeter et al. were specifically focused on 
recruiting study participants, these approaches can also apply to general marketing for 
WWE and other physical activity interventions in communities. (Dearing, Maibach, 
Buller, 2006).  
The ‘promotion’ in social marketing is the development of health messaging to be 
used when marketing the program via flyers, newsletters, ads, word-of-mouth and so 
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on. Combining messaging with effective ‘price’, ‘place’ and ‘product’ is an essential step 
in the marketing of Walk With Ease. The CDC has researched and developed a 
promotional mass communication campaign, “Physical Activity: The arthritis pain 
reliever” to increase physical activity levels for adults with arthritis 
(https://www.cdc.gov/arthritis/interventions/campaigns/physical/overview.htm). This 
mass communication campaign has materials for radio, television (TV), newspaper ads, 
brochures and billboards. This messaging can be used as a starting point for 
organizations to develop their marketing strategy. However, the effectiveness of this 
campaign and its messages depends on the implementation capabilities of the 
disseminating bodies. Implementation of this campaign in rural areas did not find a clear 
correlation of an increase in physical activity levels due to this campaign. However, by 
linking adults directly to physical activity programs from these messages participation 
could be increased (Balamurugan, Rivera, Sutphi & Campbell, 2007). A communication 
campaign using these health messages with the involvement of faith-based 
organizations may have the potential to reach more African Americans in particular 
(Song et al., 2013). 
The Arthritis Foundation Aquatic Program has studied its marketing strategies 
and found that TV ads and personalized recruitment letters were most effective in 
recruiting adults with arthritis into a Washington state-wide program with a quarter of the 
enrollees referred to the study through the recruitment letters and 16% from the TV Ads. 
Newspaper ads were found to be least effective along with flyers at community centers 
reaching only 4% of the enrollees leading to a low return on investment (Spencer, 
Kinne, Belza, Ramsey & Patrick, 1998). Building on this information we can advise on 
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marketing strategies for Walk With Ease to include personalized letters to potential 
participants in specific communities. However, further study and investigation of these 
marketing channels should be completed.   
1.6.2 Self-Management Programs   
 
There is little published on the participation demographics and marketing of Walk 
With Ease and other Physical Activity programs in the literature. However, lessons 
learned from self-management programs may provide insight into marketing physical 
activity programs like Walk With Ease. On average participants in self-management 
education (SME) programs are mostly women and non-Hispanic white. For adults with 
arthritis-attributable activity limitations (AAALs), participation was higher if they also had 
cancer, were already physically active and had more education. Participation levels 
were lowest for participants with a high school education or less, physically inactive, and 
those with obesity (Murphy et al., 2017). Suggested solutions to engage this audience 
are encouraging healthcare providers to recommend SME programs and using peer 
ambassadors who are familiar with the program benefits to encourage others to join. 
Walk With Ease participants having similar demographics and program content as those 
in SME programs, implying that similar marketing and dissemination strategies could be 
used to attract participants. However, clear gaps exist in reaching low participating 
groups like adults with obesity and arthritis, those who are not physically active and 
adults with a less than college education. We should review the trends found in the 
participation and marketing of SME programs like the Chronic Disease Self-
Management Program (CDSMP) as this program has been evaluated for over 30 years. 
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Some lessons learned can be taken from this area as we consider marketing to 
potential Walk With Ease participants.  
1.7 Disseminating Walk With Ease  
Identification of articles about disseminating Walk With Ease was undertaken in 
the following manner. Both the gray and scientific literature was searched using the 
terms of “Disseminating or Marketing Walk With Ease” and “marketing physical activity 
programs” “marketing adults with arthritis”. Gray literature was identified through Google 
and scientific articles were searched for in the <Pub Med and Sage> databases with 
only a few articles about disseminating Walk With Ease found. The CDC is invested in 
the dissemination of this program but so far evaluation of dissemination and scaling 
strategies do not detail marketing strategies or audience segmentation. However, CDC 
advises forming partnerships and having a distinctive focus on a reach strategy that can 
greatly increase the dissemination of this program (Brady, Brick, Merktold, et al., 2016). 
For example, Oregon State University was able to disseminate at a larger scale by 
developing partnerships with a variety of diverse organizations. Promotional strategies 
included using fliers, advertisements and word-of-mouth to reach their target audience 
(Conte, Odden, Linton & Harvey, 2016). The only study to evaluate the characteristics 
of participant demographics by format type was a secondary analysis of the evidence 
building cohort for WWE (Wyatt, Mingo, Waterman, et al., 2014). 
From 2008-2012, the Centers for Disease Control and Prevention funded 12 
state health departments to expand the dissemination of evidence-based self-
management and physical activity programs specifically for adults with arthritis. Each of 
these states offered CDSMP and 9 of the states also choose to offer WWE. WWE was 
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chosen since it is an easily scalable program with low implementation costs and 
flexibility.  An evaluation of the grant funding period determined strategies that were 
associated with stronger reach included partnering with multiple delivery sites, 
embedding with partner daily operations, collaborating with other chronic disease 
programs and prioritizing reach in organizational and programmatic goals (Brady et al., 
2016). This evaluation study focused on scaling up Walk With Ease for implementation 
and did not detail the marketing strategies used or participant demographics. However, 
the lessons learned through this study inform program managers that promotional 
strategies in marketing of Walk With Ease should prioritize reach strategies and 
establish multiple delivery-site partnerships in order to reach the targeted audience.     
One of these grantees published an article about Walk With Ease implementation 
that included a brief overview of the successful marketing of Walk With Ease. The 
article is from Oregon State University (OSU) Extension Service, a sub grantee of a 
CDC State Funded Health Department. OSU Extension Services partnered with 28 
different organizations including retirement centers, medical facilities, workplaces, 
community centers and faith-based organizations.  Using advertisements, fliers and 
word-of-mouth, these organizations were able to reach a total of 600 participants in their 
targeted audience of inactive older adults with arthritis. The participants were mostly 
female, non-Hispanic white, older than 65 years of age and did not meet the CDC 
physical activity guidelines. However, participants with lower levels of educational 
attainment, not physically active or those with obesity were not participating in large 
numbers. Further demonstrating that marketing efforts to recruit these missing 
participants need further research. (Conte, Odden, Linton &Harvey, 2016).  
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A secondary analysis of the evidence building for WWE found that African-
American participants who enrolled in self-directed rather than group-led sessions were 
younger and more educated (Wyatt et al., 2014). Seeing that educational attainment is 
associated with evidence-based program participation and arthritis self-efficacy, it is 
important to consider these factors when determining program offerings and 
subsequent marketing and implementation strategies. Although education has been 
associated with format preference, it is not similarly related with program efficacy 
(Callahan, et al., 2011; Nyrop, Cleveland & Callahan, 2014; Villen, Cleveland & 
Callahan, 2018).  
1.7.1 Strategies for Marketing Walk With Ease  
There are many materials from community organizations and organizations like 
the CDC, Arthritis Foundation and Osteoarthritis Action Alliance to help community 
organizations market their programs with both tools and general guidelines. These 
organizations have developed several tools specific to WWE to help with program 
implementation including marketing programs. The marketing tools include issue briefs 
for providers and community organizations, flyers, brochures, prescription pad, press kit 
and fact sheets. Specifically, the Osteoarthritis Action Alliance manages an online 
resource library with tools from community organizations, the Arthritis Foundation, 
American Physical Therapy Association, the CDC and more. Best practice materials 
from community organizations like Salt Lake County Aging and Adults Services that 
developed a Prescription Pad and Marketing Plan Template are even more applicable 
and helpful for other community organizations. Tools from the Arthritis Foundation 
include flyers, brochure, and a press kit. Likewise, the CDC has general toolkits for 
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community organizations and healthcare providers for self-management and physical 
activity programs that include planning worksheets, implementing tips and advice on 
evaluation. The planning guides all include the vital step of needs assessment, 
partnering with the appropriate dissemination providers and determining the appropriate 
channel for promotion. A gap in these useful tools is no specific guidance on when to 
use these tools based on audience preference. Additionally, current tools are attracting 
the same audience of white non-Hispanic females with a college education or more. 
The Osteoarthritis Action Alliance has noted some lessons learned from their 
Walk With Ease Expansion mini-grant program. Typical marketing strategies include 
social media posting, cross-promotion with other classes and fall prevention programs, 
newsletters, flyers posted around the implementation site, news articles and word-of-
mouth. OAAA grantees also used partner networks such as doctor offices or other 
community organizations such as parks and recreation, veteran groups, housing 
organizations, community centers, to name a few, but this varied from site to site. Using 
appropriate channels is an important strategy in marketing. Implementing organizations 
should not only go through their current channels but also approach partners that have 
a more direct reach into the intended community participants (Dearing, Maibach, Buller, 
2006). Since WWE is geared towards adults with arthritis and said adults have been 
shown to participate more so when recommended by a healthcare provider, partnering 
with clinics and rheumatologist could potentially help to refer more patients with an 
arthritis diagnosis (Wilcox, Dowda, Griffin, et al., 2006).  
Adults with arthritis are typically older and previously thought to not be as 
engaged with technology such as the internet and smart phones. However, we are 
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starting to see this trend change with over three-quarters of Americans going online in 
2011, including adults over 65, also including individuals across income spectrum and 
race. Over half of adults of any age search for health information online. Engagement 
with social media has also increased, along with the capability to promote behavior 
change on these networks (Korda & Itani, 2013). Many studies have shown that social 
media advertisements and web applications can be effective to promote behavior 
change (Korda & Itani, 2013). This presents as a prime opportunity to market WWE and 
create easily accessible resources for adults with arthritis to enroll in Walk With Ease. A 
few organizations are starting to use online platforms to market Walk With Ease. The 
Arthritis Foundation has an online tool to go along with the Walk With Ease Guidebook 
although no data was identified by my search on its use.  
The Osteoarthritis Action Alliance has recently developed an online self-directed 
portal for anyone across the nation to sign-up to enroll in the self-directed format of 
Walk With Ease and receive a free guidebook. An initial promotional launch in late 
January 2019, using online communication such as e-newsletters, blog posts, social 
media along with paid Facebook advertisements yielded over 1200 responses in just 2 
months, with 80% of referrals coming from social media. The Facebook ads targeted to 
adults with arthritis yielded 265,000 impressions on social media and 150,000 users 
reached in four weeks with a 1 in 6 conversion to the website from Facebook. (Albright, 
Altpeter, Weisner, Hudson, Callahan, 2019). Demographics for the users reached is not 
available but the majority of participants who registered from the ads were white 
females, yet again these methods did not reach low participating audiences. 
Additionally, participants were engaged with motivational emails sent weekly to 
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encourage participation and provide supplementary tips and online support forum 
information.  These weekly emails were associated with a 39% open rate (non-profit 
industry average is 20% according to MailChimp). Online forms of promotion and 
engagement may be a viable way to reach participants, although further research will be 
needed to determine what form of online promotion is the best fit to reach all audiences 
including those not regularly engaged. 
Social marketing theory emphasizes audience segmentation when developing 
marketing strategies, yet this type of information does not exist in the literature for Walk 
With Ease. To address this gap, I will analyze data specific to the Walk With Ease to 
determine who is participating in the self-directed and group-led format. Organizations 
can then use this information to surmise those likely to attend the WWE program and 
develop specific recruitment techniques to attract all those in the relevant population to 
participate in the program.  
Data Analysis of Walk With Ease 
1.8 Methods 
Data used for analysis were collected from The Osteoarthritis Action Alliance Walk 
With Ease Expansion Mini-Grants during the time frame of March 2017- October 2018. 
The Osteoarthritis Action Alliance (OAAA) is a coalition of member organizations 
committed to elevating osteoarthritis as a national health priority and promoting effective 
policy solutions that address the individual and national toll of OA. As a leader in this 
public health effort, the OAAA promotes evidence-based interventions and the 
establishment of supportive policies, communication initiatives, and strategic alliances 
for OA prevention and management. One avenue the OAAA uses to achieve this is 
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through the expansion of Walk With Ease in communities through a mini-grant program. 
The goal of this mini-grant program was to expand access and availability of Walk With 
Ease in communities and to ultimately increase the number of people with arthritis who 
can benefit from engaging in effective physical activity programs. The grantees were all 
community-based organizations with some experience in delivering evidenced-based 
health promotion programs. The grantees were required to offer group-directed WWE 
with the option of the self-directed format. Overall, the grantees reached 1,744 
participants and geographically represented 18 states. In an effort to increase access of 
WWE, the OAAA recently established an online WWE self-directed sign-up portal. One 
month after launch the OAAA had 1,161 participants registered for the program 
covering 48 states (Albright, Altpeter, Weisner, Hudson, Callahan, 2019). 
For the mini-grant analysis I looked at pre- and post-program surveys for the in-
person and self-directed programs offered by grantees; only pre-program information is 
available for the self-directed online portal at this time. The program surveys covered 
basic demographics, health status, self-efficacy for symptom management and physical 
activity levels.  In both pre- and post-surveys participants were asked how many days 
and minutes per week they spent walking. Self-efficacy was derived by asking about 
confidence in managing joint pain both pre- and post-program surveys. Satisfaction with 
the program was asked in the post-program survey. These are the typical measures 
used when studying those who participate in evidence-based programs. Even though 
organizations were required to administer these surveys, not all participants completed 
the surveys. 
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1.9 Results 
 
Out of the 1,744 mini-grant participants, 745 (43%) were in the self-directed 
format and 999 (57%) enrolled in the group-led format. Similar to the literature in 
evidence-based programs enrollment, the majority of participants in both formats were 
females (84% of those reporting n=1703), white (76% of those reporting n=1744) non-
Hispanic (86% of those reporting, n=1495), with an average age of 63.15 years 
(n=1407). Approximately half of all participants self-rated as being in “good” health both 
pre-program (32% or 325 participants) and post-program (49% or 352 participants). 
Regardless of gender and program format, both men and women showed improvement 
in minutes and days walking post-program. Nearly 40% of the participants who reported 
their education (n=1379) were a high school graduate or earned their GED. Women 
were evenly distributed between both format types (55% group-led and 45% self-
directed) making up at least 83% of either format (80% group-led and 87% self-
directed); while men participated in higher numbers in the group-led format. The 
average age of participants who reported their age in the self-directed format was 57 
(n=525) as compared to 67 in group-led format (n=882). 
Although trends for both programs hold that adults with fewer comorbidities are 
participating in these programs, adults with more conditions are participating in group-
led format. While participant characteristics are important to examine, so is satisfaction 
with the program. Regardless of characteristics, the vast majority of participants in 
either format would resoundingly recommend the program to a friend (99% of the 494 
group-led participants who responded and 99% of the 177 self-directed participants who 
responded). 
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In terms of the appeal of each program format, the majority of self-directed 
participants were female (87% of 739 participants), were a high school graduate or 
earned their GED (46% of 528 participants), rated their health as “good” (pre- program 
54% of213 and post-program 55% of 177 participants), have no or only one chronic 
condition (70% of 745 participants), and were typically younger (57 years based on 525 
participants) as compared to group-led participants (67 years based on 882 
participants).The group-led format appeals to adults who are female (81% of 964 
participants), white (70% of 999 participants), were a high school graduate or earned 
their GED (35% of 851 participants) and have multiple chronic conditions (74% had 0-3 
chronic conditions of the total set of group-led participants, n=999). Seeing as more 
participants in the group-led format have more than one comorbidity, and are more 
ethnically diverse, this version may be more attractive to diverse adults who are 
frequenting health services more often. 
1.9.1 Race and Ethnicity 
Within each format type, whites made up the majority of participants 84% of self-
directed participants and 70% of the group-led participants (n=1744). When compared 
within race, whites slightly participated more so in the group-led version of the program 
at 53% (n=999) vs 47% (n=745) for self-directed. African Americans made up the 
second largest racial group in the participant base. The majority of the 442 participants 
who identified as African American (88%) participated in the group-led format, making 
up 39% or 390 individuals of the group-led participant base (n=999). Asian participants 
also showed a preference for the group led version of the program, with 90% of all 
Asians (86 out of the 96) participating in that format over self-directed participants. 
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Native Hawaiian, other Pacific Islanders also had a strong preference for group-led 
(75% of 16 participants) over self-directed. American Indian or Alaska Native’s (51% 
group-led and 49% self-directed, n=142) and those who are multi-racial (52% group-led 
vs 48% self-directed of the 92 participants) have a nearly even split in participation in for 
both format types. Those with Hispanic ethnicity participated more so in the self-directed 
program (12% of the 669 self-directed participants with a response) than the group led 
format (5% of the 955 participants with a response).  
Table 1: Participation in Walk with Ease by Race 
Participation by race (n= 1744) Workshop Type 
Walk With 
Ease  
(in-person) 
(n=999) 
Walk With 
Ease (self-
directed) 
(n=745) 
American 
Indian or 
Alaska 
Native 
 
Number participants 72 70 
% within American Indian or 
Alaska Native 
50.7% 49.3% 
% within Workshop Type 7.2% 9.4%  
Asian Number of participants 86 10 
% within Asian1 89.6% 10.4% 
% within Workshop Type 8.6% 1.3%  
Black or 
African 
American 
Number of participants 390 52 
% within Black, African American 88.2% 11.8% 
% within Workshop Type 39.0% 7.0%  
Native  
Hawaiian,  
other  
Pacific  
Islander      
Number of participants 12 4 
% within Native Hawaiian, other 
Pacific Islander 
75.0% 25.0% 
% within Workshop Type 1.2% 0.5%  
 White Number of participants 696 623 
% within White1 52.8% 47.2% 
% within Workshop Type 69.7% 83.6%  
Multi-Racial Number of participants 48 44 
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% within Multi-Racial 52.2% 47.8% 
% within Workshop Type 4.8% 5.9%  
1.9.2 Health Characteristics  
Participants with fewer comorbidities (0-1) were more likely to participate in the 
self-directed program (41% for 0 comorbidities, 30% 1 comorbidity, n=745). A slim 
majority of participants in the group-led program had 0 co-morbidities (23%) followed 
closely by 1 (19%), 2 (17%), 3 (16%) and with 11% having 4 conditions of the 999 
group-led participants. In general, participants with more than 2 health conditions were 
more likely to enroll in the group-led version.  
Participants were asked “In general, would you say that your health is” both 
before and after the program. The rating scale was out of 5, 1 excellent and 5 being 
poor.  When divided by workshop format, a similar trend resulted for all views. Around 
half of the participants responding to this question in the pre-workshop survey in self-
directed and group-led viewed their health as “good” (54% vs 46% respectively). When 
analyzed by race, workshop type and health the same trend was found, with the 
majority fairing good followed by very good.  
When asked, “Because of a physical, mental, or emotional condition, do you 
have serious difficulty walking or climbing stairs, dressing or bathing, or doing errands 
alone such as visiting a doctor’s office or shopping?” No differences were found 
between formats, with an average of 16% of participants in either format having physical 
activity limitations (17% group-led n=851,15% self-directed n=517). The majority of 
WWE participants do not have a physical or mental health barrier. This is an interesting 
finding as psychological and physical barriers are common in preventing participation in 
physical activity programs.  
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1.9.3 Minutes and Days Walked 
In addition to basic demographics, physical activity levels were looked at to 
determine if participants improved from the program. The rationale for looking at 
participant outcomes is to be able to further delineate not only who WWE appeals to, 
but also demonstrate whether they actually benefit from participation.  In the pre-
program survey, 21% (n= 802 group-led; n=547 self-directed that responded to this 
question) of both group-led and self-directed participants responded to “How many days 
during the week do you go for a walk(s)?” with zero days per week. After the program, 
most participants were walking 3 days or more a week, with only 15% of participants in 
both formats (n=505 group-led; n=177 self-directed that responded) walking 0-2 days a 
week. Post-program, group-led participants most commonly reported walking 3 days a 
week (34%) followed by 5 days a week (19%). Similarly, the majority of self-directed 
participants (27%) walked 3 days a week followed by 5 days a week (23%).  Both 
formats saw in increase in the number of participants meeting the national physical 
activity guidelines after completing the program going from a quarter of participants pre-
program (25% group-led, 21% self-directed) to a third post-program (33% group-led, 
37% self-directed).   
The most common number of minutes walked when asked, “On average, how 
many minutes do you walk on each of those days?” was 30 minutes per days walked, 
both pre- and post-program in either format. However, the percentage of all participants 
responding that they were walking 30 minutes per days walked increased from 30% 
pre-program to 34% post-program for both formats (Pre-program: n=752 group-led; 
n=434 self-directed/ Post-Program n=520 group-led; n=175 self-directed). The group-
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led format had 16% of the responding 752 participants) of pre-program participants 
walking zero minutes per week. However, after completing the program this was 
reduced to 1% (7 of the responding 520 participants). This demonstrates that the 
program appeals to its intended audience of adults who are not currently meeting the 
national physical activity requirements and it is able to increase walking minutes/day in 
either format. 
1.9.4 Confidence in managing joint pain 
For the group-led participants of which 93 responded, 20% rated themselves a 
“5” in “confidence in managing joint pain and/or stiffness” and 19% rated themselves as 
at “10” on a scale of 0 to 10 with “0” being not at all confident and “10” being very 
confident before the program started. Almost 90% of the participants ranked themselves 
somewhere between a “5” and “10”. Over half of the participants (56%) choose a “7” or 
higher on this scale. Although, a smaller response rate for the post-program survey, 
80% of the 76 group-led participants ranked their confidence a “7” or higher, with “8” 
being the most common (34%). The self-directed participants rated themselves mostly a 
“5” or “6” (47% of the 15 responding pre-program participants), while in the post-
program all ten responses were a “7” or higher. Overall, a higher level of self-efficacy 
was developed through the program. The highest amount of self-efficacy increase was 
seen by those who increased walking by either 1 day or 4 days.  
1.9.5 Self-Directed Online Portal 
 
The OAAA choose to develop a Self-directed Walk With Ease portal to further 
increase the dissemination of WWE. This program is even more cost-effective to 
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implement as there is no leader training fee and it is flexible enough to easily fit a 
person’s lifestyle. Further, the OAAA covered the cost for all guidebooks for the 
participants that registered through the portal. The portal was advertised through the 
OAAA’s communication channels, its member’s channels and Facebook ads targeted at 
adults with arthritis. Similar to the participant trends found in the above analysis, the 
overwhelmingly majority of participants in the online program are white (81%, n=1043), 
non-Hispanic (96%, n=1142), females (95%, n=1161) with an average age of 63, an 
older age as compared to self-directed participants average age of 57 from the mini-
grant program. The majority of respondents did indeed have arthritis (63%), followed by 
the typical comorbidities of Hypertension (38%), and Obesity (38%) (n=1295). 
Education levels reported indicate 41% as having 4 years or more of college and 40%  
having some college or technical school (n=1156). Pre-program, the participants walk 
on average of 2.6 days a week with a majority of participants (n=1092) walking just 1 
day a week (39%), for an average of 29.5 minutes (n=1108), with 30 minutes reported 
by 22%, and then 17% of 20 minutes, 15 minutes and 10 minutes each. Participants 
pre-program most frequently (22%, n=1158) had a  value of “5” on a scale of 1 to 10 in 
“confidence in managing joint pain”. Comparing this self-directed data to the grantee 
data analyzed above, we can see that the self-directed online portal format appeals to 
those who have some confidence in managing their joint pain, are already somewhat 
physically active (yet still not meeting recommendations), white, female, non-Hispanic, 
with an average age of 63 and have at least some college education. No post-program 
data are currently available.     
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1.10 Discussion 
Scaling the dissemination of physical activity programs can be difficult outside of 
research settings which have specifically recruited audiences. Learning from the real-
world implementation of the WWE formats helps to inform the type of persons 
participating in the program formats. This information thus helps program managers 
decide what to offer and develop a marketing strategy. A marketing strategy should 
closely align with aspects of the dissemination plan such as partnership development 
and distribution channels. Determining the who, what and why through audience 
segmentation and needs assessment will help to increase the dissemination and 
marketing of WWE. This type of implementation data has not been published yet on 
WWE. Lessons learned from this study, summarized in Tables 2 and 3, and research on 
group-led Self-Management programs like CDSMP, has taught us that these type of 
programs appeal particularly to white women in their 60’s with at least a high school 
education or GED.  Current marketing strategies involving flyers, ads (online and print), 
word of mouth and utilizing partner organization’s communication channels are clearly 
effective in reaching this population (Conte, Odden, Linton, Harvey, 2016). 
Nevertheless, it is important to continue to investigate new strategies to reach other 
populations which currently show lower participation. 
Comorbidities are often cited as a factor for lack of participation in a program. This 
is often due to fear of pain, disease complications and safety, so it is important to note 
that adults with more comorbidities (0 to 3) participated in the group-led format 
(Barbour, Helmick, Boring, Brady, 2017). Since adults with more health conditions are 
probably seeing a doctor more often, program administrators can reach out to 
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healthcare providers and centers to recruit participants who may feel more comfortable 
in an instructor-led group setting. The data demonstrates a clear preference for a group-
led format by African American, Asian and Hawaiian or Pacific Islanders, as seen in 
table 2. Thus, program managers working with these populations should focus on in-
person programs. Summarized in table 2, a marketing strategy that includes offering the 
program at multiple locations, at a low cost, and with an emphasis on social support is 
likely to increase enrollment (Van Duyn, et al, 2007; Maibach, Van Duyn, Bloodgood, 
2006). With only 16% of this study group having a physical, mental or emotion limitation 
and the majority in either format rating their health as good, this program may be more 
appealing to adults with better health. Adjusting campaign messaging to make clear the 
benefits of this program on joint pain and overall health may help to overcome the 
health behavior barriers of the non-participating audience as seen in table 3 (Van Duyn, 
et al, 2007). Program administrators can also work with community leaders and 
researchers to help with marketing the program (Dearing, Maibach, Buller, 2006). 
Marketing tools are available online from the CDC and OAAA to assist program 
managers to develop new and relevant distribution channels to reach a specific 
audience.  
As technology continues to be an ever-increasing aspect of society and 
communications, program managers should consider online methods to reach certain 
potential participants (Korda & Itani, 2013). For example, Facebook ads for the OAAA’s 
WWE self-directed portal have shown success in reaching white, non-Hispanic females 
possessing some form higher education that are somewhat active in walking 1-3 days a 
week for an average of 30 minutes as, shown in Table 2. 
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Table 2 
 
Participant Segmentation  
Pre-Program Characteristic Trends  
 Walk With Ease  
Group-Led 
Walk With Ease  
Self-Directed 
Online Portal  
Age Average age 67 Average age 57 Average age 63 
Sex Female Female Female 
Race White (African American, 
Asian, American Indian or 
Alaska Native, Multi-Racial, 
Native Hawaiian or other 
Pacific Islander) 
White (American Indian 
or Alaska Native, African 
American, Multi-Racial, 
Asian, Native Hawaiian or 
other Pacific Islander) 
White 
Ethnicity  Non-Hispanic Hispanic  Non-Hispanic 
Education High School or GED High School or GED Some college or 
technical degree 
(40%) & College 
degree or higher 
(41%) 
Physical 
Activity  
Not currently meeting DHHS 
guidelines 
Not currently meeting 
DHHS guidelines 
Not currently 
meeting DHHS 
guidelines 
Health Status More than 2 comorbidities; 
self-rated in “Good” health 
Less than 1 
comorbidities; self-rated 
in “Good” health 
n/a 
Physical or 
Mental Barriers 
Not for majority Not for majority  n/a  
 
Table 3  
 
Marketing Strategy Recommendations  
All: Messaging 
should be 
culturally relevant 
and discuss 
health benefits 
and benefits of 
physical activity 
Group-Led: flyers, ads 
(online and print), word of 
mouth, partnering with 
healthcare providers and 
culturally relevant community 
organizations. Promote 
multiple location sites, 
emphasize low implmentation 
cost.   
Self-Directed: flyers, ads 
(online and print), word of 
mouth, partnering with 
healthcare providers 
Online Self-
Directed: 
Targeted social 
media ads 
White Both formats have a high appeal to higher educated females. Current 
marketing strategies of flyers and working with community partners such as 
Area Agency on Aging are effective. Future marketing should utilize word of 
mouth and reaching adults with less education.  
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African American Focus on group-led program format and partnering with faith-based 
organizations. Programs should be led by peers of same sex/race. Multiple 
locations, lower costs and supportive services. Marketing should focus on the 
social support aspect of the program, benefits of walking and benefits of 
program in addressing multiple chronic conditions.  
Asian Focus on group-led program format and partnering with culturally relevant  
organizations. Marketing messaging should by culturally relevant, include 
program benefits and social support.  
Native Hawaiian 
or other Pacific 
Islander 
Focus on group-led program format and partnering with culturally relevant  
organizations. Marketing messaging should by culturally relevant, include 
program benefits and social support. 
Alaska Native and 
American Indian 
Both formats appeal to this audience so. A variety of program format options 
should be made available. Marketing messaging should by culturally 
relevant, include program benefits and social support. 
Education Program typically appeals to those with a high-school GED or above. 
Marketing needs to be health literature with a focus on program benefits. In 
addition to flyers and ads, delivery sites should use word of mouth and 
partner with rural based community groups to reach adults with less than 
high school education.  
Physical Activity Program participants typically are not meeting guidelines possibly due to fear 
of pain and making their arthritis worse. Marketing that emphasizes program 
safety and the benefits of physical activity can help to increase program 
appeal to this group.  
Health Status  Most common comorbidities of participants were hypertension, high 
cholesterol, diabetes, anxiety/depression, and obesity. Marketing to adults 
that have these conditions can lead to benefits for multiple chronic diseases. 
Develop flyers for healthcare centers that address these conditions include 
program benefits for multiple diseases. Cross promote WWE with other 
disease management programs like CDSMP or Falls prevention.  
Physical or 
Mental Barriers 
Marketing should address psychological benefits of program and 
ease/convenience of walking. 
1.11 Limitations 
 
Even though all participants were asked to complete a pre- and post-program 
survey, we found it more difficult to track down post-program surveys. This was 
especially true for self-directed participants. Organizations varied in their ability to 
acquire these surveys which affected data collection. Increasing survey completion will 
help to improve data on the implementation and marketing of this program. The surveys 
used in this analysis only sought basic demographic and health characteristics and did 
 38 
not request more information about motivations or referral sources for joining the 
program. Furthermore, this study did not take into account rural vs urban settings nor 
the availability of transportation to group-led sites. Both of these factors largely dictate 
the type of programming and marketing required to reach various populations. While 
this study did examine participant satisfaction and program benefits, it did not address 
program adherence and attrition. These factors are also  important to monitor when 
implementing evidence-based programming to ensure appropriateness and 
effectiveness for the program participants. Lastly, post-program surveys are not yet 
available for the self-directed online portal so we cannot yet compare program 
satisfaction and improvements in self-efficacy of physical activity levels.   
1.12 Further research  
 
Beyond basic demographics, there are many psychological factors that play into 
the participation decision of adults with arthritis. Health beliefs and self-efficacy must be 
researched further to enroll adults with arthritis in these community-based programs 
(McAuley et al., 2006).  More research is required on the factors affecting low 
enrollment in minority populations such as Hispanic, American Indian or Alaska Native, 
Asian and Native Hawaiian and other Pacific.  Increasing the fidelity of programs by 
adapting to include flexible scheduling may help with the enrollment of these minority 
populations as transportation/access can be an issue. Program fidelity is a principle of 
implementation science that is a method to evaluate if the impact of a program is due to 
the correct implementation of the program as intended (Carroll, Patterson, Wood, 
Booth, Rick, Balain, 2007) Online and telephone-based programs are potential solutions 
to address those with transportation considerations, but more research must be 
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completed to provide additional evidence-based solutions (Conn, Hafdahl, Mehr, 2011).  
Even with distinctive budgets and thorough approaches to reaching minority 
populations, enrollment is difficult. Developing a better understanding of social and 
environmental factors will help inform how to best effectively target populations not 
currently being reached (Sidorov, Ackerson, Sullivan-Marx, Craik, et al, 2011). Further 
research questions should investigate program awareness, competing priorities and 
access to facilities for these populations. Additionally, further analysis of this study’s 
data can lead to a more in-depth understanding of the program participant 
characteristics.  
There was no difference found when comparing a doctor’s recommendation to 
participate in the program. Both formats had a 10% referral rate into the program. We 
did not ask if this would have impacted participant enrollment in the program, but 
studies have shown that physician recommendations can have an impact on 
participation in physical activity programs (Wilcox et al, 2006). The national rate of 
referral by a doctor for individuals to engage in physical activity to manage arthritis is 
61%, meaning that nearly 40% of adults with arthritis are not being counseled as to the 
benefits of physical activity (Hootman, Murphy, Omura, et al, 2018). This avenue of 
referral should be researched further to improve the dissemination of WWE in all 
formats and the benefits of physical activity for those with OA in general.  
Leadership 
  
A public health leader should always be looking to optimize organizational 
performance.  When determining what programs to offer a leader must take into 
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consideration, competing priorities, efficiency and budget. Additionally, in order for a 
program to be successful and sustainable, it must fit the needs of the community and 
have enough resources to implement the program as intended ensuring fidelity and 
evaluation. After reviewing the literature of evidence-based programs and determining 
that Walk With Ease is the appropriate program, managers can complete a needs 
assessment to see which format is more appropriate for a target population (Yukl, 
2013). In addition to taking into consideration cost and feasibility of the program, a 
manager should also consider the population’s educational level, age, health status 
when determining which format of WWE to implement. Information from this study can 
help program managers in this effort. For example, if they are looking to implement 
WWE but want to specifically address adults with less than a high school diploma, they 
would want to seek out community peers to directly communicate about the program 
(Altpeter, Houenou, Martin, Schohster, Callahan, 2011). Leaders and managers need to 
develop partnerships to expand dissemination channels to reach their intended 
populations. 
Recommendations  
 
Marketing evidence-based programs effectively requires extensive research on 
the potential participants’ sociodemographic information, health behaviors and their 
views on cost and benefits of physical activity for arthritis. Overall, Walk With Ease 
appeals to white non-Hispanic women with some level of education that consider 
themselves to be in “good” health and have some amount of confidence in managing 
their joint pain as seen in table 2. Younger participants tended to sign up for the self-
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directed format. This may be due to more familiarity with technology as this program 
typically required some online participation such as online registration, receipt of 
motivational emails. Additionally, the self-directed format may be selected to avoid 
conflicts with work or other time-related restrictions that do not allow for group 
participation. Also, younger adults may feel more comfortable completing the program 
at their own pace and are not seeking the social support that the group-led format can 
provide. They also may feel they are not the appropriate age group to participate in a 
health program at an Area Agency on Aging or Senior Center. Native Hawaiians and 
other Pacific Islanders, African Americans and Asians, participated more-so in the 
group-led format versus the self-directed, therefore communities with a majority or a 
focus on these audiences should offer group-led opportunities. Program managers 
could potentially increase participation for African American’s by seeking out 
partnerships with faith-based organizations and other community leaders and offer the 
group-led program (Mingo, Mcllvane, Jefferson, Edwards, Haley, 2012). African 
American’s may also feel more comfortable if class participants or instructors were the 
same race or sex as them (Mingo, Mcllvane, Jefferson, Edwards, Haley, 2012). Whites, 
Alaska Native and American Indian’s are evenly split in interest to the program so 
allowing for both format options could potentially increase participation.   
WWE program managers should also keep in mind the applicability and flexibility 
of a program to diverse backgrounds when engaging participants (Sharpe, Wilcox, 
Schoffman, Baruth, 2016). Walk With Ease is offered in group-led, self-directed and has 
a version of the guidebook in Spanish, Camino Con Gusto. With Hispanic adults 
participating in self-directed more than group-led programs it is important to have books 
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available in multiple languages. Further customizing or offering a variety of formats, 
while maintaining fidelity would help to appropriately reach and appeal to diverse 
audiences.  
Additionally, clinicians are valuable partners to engage in the marketing of 
evidence-based programming. In fact, adults with arthritis are more likely to participate 
in self-management programs when advised by a clinician (Barbour, Helmick, Boring, 
Brady, 2017). When recommending programs to adults with arthritis, clinicians should 
take into consideration the socioeconomic and demographics of the person; where are 
they living; access to facilities that can offer an appropriate program; comorbidities 
among other daily life considerations (Dobson et al 2016).   
Research has shown that adults with arthritis that have an understanding of the 
benefits of physical activity on their arthritis pain are more likely to attend programs and 
sustain the healthy behaviors post-program (Dobson et al, 2016). When marketing 
these programs to adults with arthritis, targeted messaging should include the program 
benefits and the benefits of physical activity in managing their disease(s) (Ehrlich-
Jones, 2016). Communicating the importance of evidence-based programs and the 
benefits of physical activity through mass media campaigns, social media and through 
community leaders could be an effective way to increase the appeal of the WWE 
program to all audiences.  
Conclusions and Future Steps  
 
This study will help to inform public health leadership on the best way to reach 
community members. Increasing partnerships with organizations relevant to the 
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targeted audience demographics while providing tools to both implement and market 
the program could help to increase the dissemination and marketing of WWE (Altpeter, 
M., Houenou, L. O., Martin, K. R., Schoster, B. and Callahan, 2011). Walk With Ease is 
able to reach white, non-Hispanic, females who are high school graduates or earned 
their GED but new tactics must be developed to better serve and reach other 
populations. Younger adults with arthritis may find the self-directed program to be more 
appealing so program managers may feel more comfortable using online messaging on 
social media as an effective way to reach this audience. Further studies should obtain 
feedback from harder to reach groups such as males, minorities, and adults with greater 
activity limitations to determine what incentives are appropriate to motivate them to join 
or not join WWE programs. Continued marketing research into Walk With Ease should 
investigate the characteristics of why someone does or does not participate in the 
program in either format, what sustains them in the program and how social support 
affects program appeal. Increasing access to evidence-based programs like Walk With 
Ease in communities, businesses and healthcare systems to promote physical activity 
can help to manage the burden of arthritis. 
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